background: While research on the psychological experiences of infertility has focused almost exclusively on the negative aspects, clinical experience with individuals and couples facing infertility has demonstrated that personal gain can also arise from the struggle involved. This study examined whether individuals who struggle with infertility report posttraumatic growth (PTG), and if perceived availability of and satisfaction with social support are associated with such growth. Other correlates of PTG are reported as well.
Introduction
This study investigated perceptions of posttraumatic growth (PTG), availability of and satisfaction with social support, and the relationships among them, in men and women who are struggling with infertility.
Infertility is defined as the failure to achieve a successful pregnancy after 12 or more months of regular unprotected intercourse (ASRM, 2008) . Epidemiological data suggests that 80 million people worldwide are infertile (Nachtigall, 2006) . In the USA, 2.1 million married women (7.4%) between the ages of 15 -44 are reported to be infertile, and 7.3 million women in the same age group (11.8%) are reported to have used infertility services (CDC, 2009) . Approximately one-third of infertility cases are attributed to male factors, one-third to female factors and in one-third causation is likely a combination of problems in both partners or, in about 20% of cases, is deemed unexplained (ASRM, 2009) . Cross-culturally, the infertility experience is recognized as a stressor event with the potential to cause havoc in the lives of individuals, couples and families (Shapiro et al., 2001; Burns and Covington, 2006) . The question of whether such a stressor event can be perceived as a crisis or a trauma may lie in the meaning of the experience constructed by each individual experiencing it.
Trauma is typically defined as an event that is not within the normal range of the common experience. It is perceived as overwhelming physically and/or emotionally and may involve a perceived threat to the individual or a loved one (American Psychiatric Association, 2000) . Trauma may be experienced in a single event or in a series of events that occur over time. Common reactions to trauma include flashbacks, heightened sensitivity, frustration or irritability and detachment or numbness (American Psychiatric Association, 2000) . These reactions may occur simultaneously, individually and/ or repeatedly (Jaffee et al., 2005) . Individuals who have experienced trauma often feel anxious, depressed and have difficulty concentrating (American Psychiatric Association, 2000) . As the experience of infertility and the medical interventions required to treat it may challenge one's concept of health, wholeness and physical integrity, infertility is often quite traumatic. This trauma may be further reinforced by complex and disenfranchised losses, i.e. hopes, dreams and social roles (Peoples and Rovner-Ferguson, 2000) . Furthermore, the desire to conceive and become a parent is a societal milestone often viewed as an entry into adulthood (Burns and Covington, 2006) . Thus, a failed attempt at pregnancy as well as a failed pregnancy at any gestational age can be a devastating experience. Pregnancies lost at the first trimester have commonly been referred to as 'invisible losses' because the emotional and physical attachment to the developing baby is not tangible to the rest of the world. The sadness, anger, guilt, anxiety and preoccupation following an early miscarriage or even a failed in-vitro fertilization cycle may result in a trauma, as coping must often occur with little or no social support (Carter et al., 2007) .
Research has consistently documented that infertility may be associated with depression as well as loss of identity, esteem and social role (Matthews and Matthew, 1986; Carter and Carter, 1989; Domar et al., 1992; Ireland, 1993; Meyers et al., 1995a, b; Deveraux and Hammerman, 1998) . Although women have often reported infertility as the worst crisis of their lives (Daniluk, 1997) , it is more typical for men to internalize their feelings, which often obscures feelings of loss and emotional injury (Snowden, 1990; Abbey et al., 1991) . However, for both men and women, an inverse relationship between physical and emotional health and number of medical treatment failures has been noted (Daniluk, 1996; Braverman, 1997; Leiblum, 1997) .
However, struggling with infertility may, in addition to the aforementioned negative effects, offer an opportunity for personal growth. The idea that struggling with a stressor event may produce both negative responses and an opportunity for personal strength and growth has been frequently documented in trauma literature (Frankl, 1963; Tedeschi and Calhoun, 1995) . Many terms have been used to define this type of phenomenon, i.e. resilience and hardiness . The most recent, PTG-a process of positive psychological change, which results in improvement from pretraumatic functioning following the struggle with highly challenging life circumstances (Calhoun and Tedeschi, 2001) , makes it conceptually different than the previously used terms. The experience of PTG does not serve to negate or minimize the psychological distress that may be caused by trauma and it cannot be expected to be demonstrated by all people .
A growing body of research indicates that the experience of growth following a trauma may be more common than maladaptive responses in the general population . For example, it was reported that whereas 50 -60% of the U.S. population experience traumatic events, only 5-10% develop posttraumatic stress disorder (Ozer et al., 2003) and PTG has been estimated to occur in 45-90% of those exposed and has been identified across cultures with dimensions varying in different cultural contexts (Berger and Weiss, 2002) .
The positive changes associated with PTG have been reported following numerous circumstances including flooding disasters (Smith, 1999) , bereavement Tedeschi, 1989-1990; Polatinsky and Esprey, 2000; Buchi et al., 2007) , myocardial infarction (Affleck et al., 1987) , cancer (Taylor, 1983; Zenmore et al., 1989; Collins et al., 1990; Moch, 1990 , Fromm et al., 1996 Weiss, 2002) , HIV (Dumbar et al., 1998) , severely disabling accidents (Brickman et al., 1978) , immigration (Berger and Weiss, 2002) and in holocaust survivors (Kahana, 1992; Lev-Wiesel and Amir, 2003) .
One correlate that has been consistently identified as important in PTG research is the availability of and satisfaction with social support. This association was documented in survivors of sexual adult assault and childhood abuse, cancer and the Holocaust as well as in immigrants, husbands of breast cancer survivors and individuals with multiple sclerosis (Mohr et al., 1999; Berger and Weiss, 2002; Lev-Wiesel and Amir, 2003; Frazier et al., 2004; Weiss, 2004a, b) . Specifically, perceived marital support was positively associated with PTG in bereaved parents and in husbands of breast cancer survivors (Polatinsky and Esprey, 2000; Weiss, 2004a) . These associations suggest that the processes of PTG may be associated with an individual's ability to cultivate a support network which provides opportunity for empathy and the development of new cognitions around the traumatic event, and with personality characteristics such as extraversion and openness to experience .
Research looking at other correlates of PTG has yielded largely inconclusive results. For example, PTG has been studied with respect to gender with some studies noting greater PTG for women (Park et al., 1996; Tedeschi and Calhoun, 1996; Znoj, 1999; Buchi et al., 2007) and others reporting no gender differences (Polatinsky and Esprey, 2000) . Studies have failed to demonstrate an association between type of stressor and degree of PTG (Park et al., 1996; Armeli et al., 1999; Calhoun et al., 2000) and have been inconclusive with respect to an association between level of stress and PTG. Some findings have indicated a positive association between appraised stressfulness at the time of the traumatic event and PTG (Park et al., 1996; Cordova and Andrykowski, 1999) , suggesting that the degree to which a crisis event may pose a threat to one's assumptions of mastery, meaning and self worth may trigger a constructive rumination associated with PTG (Fromm et al., 1996) but other studies found no such association (Weiss, 2004b) . Although studies have demonstrated evidence of greater PTG associated with passage of time in breast cancer survivors (Cordova and Andrykowski, 1999) and in women diagnosed with HIV (Dumbar et al., 1998) timelines for the development of PTG have varied in other studies .
Although the research on the psychological experiences of infertility has focused almost exclusively on the negative aspects, clinical experience with individuals and couples facing infertility has demonstrated that personal gain can arise from the struggle and loss, a phenomenon observed by the authors of this study in clinical practice. Yet, an exhaustive search of the literature located only one group of researchers that has focused specifically on studying the positive benefits of infertility with results suggesting that men, but not women, who actively dealt with their feelings about childlessness through talking with friends and/or seeking advice felt closer to their partners than those who avoided their emotions (Schmidt et al., 2005) . In a more recent article the same group of researchers documented in a longitudinal study a significant increase in sense of coherence in women a year after they achieved childbirth by means of ART (Habroe et al., 2007) .
The study reported in this article sought to discover whether individuals who struggle with infertility report PTG, and, because social support has been consistently identified as important in PTG research, if perceived availability and satisfaction with social support are associated with such growth. Other demonstrated correlates of PTG are reported as well.
Materials and Methods

Participants
A convenience sample of 121 individuals who were struggling with infertility at the time of the study reported on their perceived availability of and satisfaction with social support, as well as their perceived level of PTG. Participants were recruited through advertisements on relevant discussion boards (e.g. RESOLVE, AFA) and associated websites, as well as through advertisements with fertility centers and snowballing. Inclusion criteria were: (i) individuals were unable to conceive or carry a pregnancy of term after a year of unprotected intercourse at any time during the 6 years prior to and including the time of the study (ii) absence of a current pregnancy, birth or adoption following the most recent infertility episode, (iii) ability to speak, read and write English, and (iv) self-reported absence of non-infertility related current or recent-past crises (e.g. death, serious physiological or mental illness in family).
Procedure
One hundred sixty-seven individuals met the eligibility requirements per the telephone or e-mail screening interview to rule out a current pregnancy, resolution of infertility or non-infertility-related crisis. Eligible individuals were mailed a research packet that included three self-report instruments, instructions, a consent form and two stamped return envelopes (one for the consent form and one for the research packet). One hundred twenty-three packets were returned (74% response rate). The surveys of two respondents were disqualified due to ineligibility which was discovered in the questionnaire rather than in the screening interview resulting in 121 participants in the final sample.
Measures
Three self-report instruments were used in this study: the PTG Inventory (PTGI), the Social Support Questionnaire (SSQ) and a Background Survey that included a Measure of the Stressfulness of the Event.
PTG Inventory
The PTGI is a 21-item six-point Likert type questionnaire that measures perceived positive changes in the aftermath of a struggle with highly stressful events (Tedeschi and Calhoun, 1996) . Participants in this study were asked to refer in their responses to the particular stress of infertility. Respondents rate the degree to which life changes have occurred following the stressful experience, yielding a total score as well as five sub-scale (factor) scores: New Possibilities (factor 1), Relationship to Others (factor 2), Personal Strength (factor 3), Appreciation of Life (factor 4) and Spiritual Change (factor 5). The PTGI yields a total score, ranging from zero (no PTG) to 105 (maximum PTG), as well as scores on the five aforementioned sub-scales. The PTGI has demonstrated high full-scale alpha reliability and acceptable to high sub-scale coefficient reliability for numerous studies relative to a wide range of populations and stressful events (Tedeschi and Calhoun, 1996; Berger and Weiss, 2006) . Cronbach alpha reliability for the total PTGI in this study was 0.94 and ranged from 0.55 (factor 5) to 0.82 (factors 1 and 2) for the sub-scales. Pearson correlations between the full-scale and each of the five sub-scales ranged from 0.65 (spiritual change) to 0.92 (relating to others), P 0.0001.
Social Support Questionnaire
The SSQ is a six-item scale derived from an original 27 item scale that measures perceived general support (Sarason et al., 1983 (Sarason et al., , 1987 . It measures the number of sources the respondent perceives as available for support and the degree of the respondent's satisfaction with the support. Respondents list up to nine people to whom they can turn for acceptance and comfort (SSQ-N) and rate (from one-very dissatisfied to six-very satisfied) the degree of their satisfaction with support (SSQ-S). The SSQ was demonstrated to be reliable with alpha coefficients for number and satisfaction 0.90 and 0.93, respectively (Sarason et al., 1987) . Chronbach alpha reliability for the SSQ number and SSQ dimension of satisfaction in this study were 0.89 and 0.86, respectively, and the correlation between the two scores was 0.27, P 0.004, indicating that these are two distinct variables.
Background survey
The instrument contained 22 questions about participants' personal and familial background (gender, marital status, length of marriage, education, occupation, ethnicity, number of children), duration and nature of infertility (infertility type, infertility-related stress, years spent trying to conceive, pregnancy losses) and use of support (infertility-related support group attendance, counseling, use of clergy). The instrument also included a single seven-point Likert-type question about the stressfulness of participants' infertility ranging from one-not at all to seven-very much (Park et al., 1996) as well as the Cordova et al. (2001) two-question proxy assessing whether or not the respondents' experience met the Diagnostic and Statistical Manual of Mental Disorders' criteria for trauma, i.e. whether infertility involved a subjective perception of threat of death or physical injury to self or others and if it elicited a response of intense fear or helplessness (American Psychiatric Association, 2000) . This measure has been documented as reliable and valid (Cordova et al., 2001 ).
Data analysis
Bivariate analyses conducted with SPSS included Pearson correlations, t-tests, chi-square and Cohen's Kappa tests. A multiple regression analysis was conducted with PTG as the dependent variable and background, infertility and use of help variables that emerged as significantly associated with PTG as independent variables to develop a model for explaining the variance in PTG.
Results
Most participants were Caucasian (86.78%) women (89.26%). Participants were largely employed (73.55%), educated, married (95.88%) of mean age 35.5 years, SD 6.035. Most (79.34%) had primary infertility and nearly half (49.17%) had spent four or more years trying to conceive. Infertility diagnosis was 43% female factor, 9% male factor, 20% couple factor and 28% unexplained. Most (75%) never had a live birth delivery and only two participants had adopted a baby (Table I) .
Participants rated stressfulness of infertility as very high (M ¼ 6.28; SD ¼ 1.13 of a possible range of 1-7), A Cohen's Kappa test determined that 48.6% of the participants met the DSM IV criteria for trauma as measured by Cordova et al.'s (2001) proxy and those participants reported significantly higher levels of stress than those who did not meet the trauma criteria (t ¼ 4.32, P 0.000), however, the two groups did not differ in level of PTG.
Participants' number of social supports was average (M ¼ 23.51; SD ¼ 11.45 of a possible range of 0-54). Their level of satisfaction was high (M ¼ 31.38; SD ¼ 4.69 of a possible range of 6 -36). Participants' posttraumatic growth results were moderate both on the total scale (M ¼ 51.79; SD ¼ 23.4 of a possible range of 0-105) and on all five factors and widely dispersed (Table II) .
Although there was a significant positive association between satisfaction with social support and the PTG factors of relating to others and spiritual growth (r ¼ 0.25, P 0.01, r ¼ 0.19, P 0.04, respectively), no significant association was found between PTG and number of social supports. In addition, no significant correlation was found between satisfaction with social support and the total PTG score or the other factors (Table III) Of the three groups of correlates (individual/familial background, infertility-related variables and use of help) the infertility related variables emerged as central to explaining PTG. To examine the relationships between infertility diagnosis and PTG two separate analyses were conducted. In the first, female related infertility, which was responsible for 43% (n ¼ 52) was compared with the combined group of unexplained 28.1% (n ¼ 34), couple 19.8% (n ¼ 24) and male 9.1% (n ¼ 11) types. This analysis showed that participants in the combined group had lower PTG than others (t ¼ 2.96, P 0.05). In a second analysis participants with an unexplained diagnosis were compared with the combined group of those with a diagnosis which was identified as related to female, male or couple factors. This analysis showed that those with unexplained diagnoses had lower PTG than others (t ¼ 3.6, P 0.05). In addition, the number of live birth deliveries was positively correlated with PTG (r ¼ 0.22, P 0.02; N ¼ 119). Personal strength factor of PTG was positively correlated with number of years spent trying to conceive and number of pregnancy losses (r ¼ 0.22, r ¼ 0.176, P 0.05, respectively) and the PTG appreciation of life factor was positively associated with infertility-related stress (r ¼ 0.25, P 0.005). Relative to use of help, PTG scores were higher for those who engaged in clergy counseling than for those who did not (t ¼ 2.34, P .02) and those who attended support groups scored significantly higher only on the PTG new possibilities factor (t ¼ 2.15, P 0.03). Of the background variables, initially employment status appeared to be significantly associated with PTG, such that unemployed participants had higher PTG scores than those who were employed, however, when the variable infertility type (i.e. primary versus other) was controlled, the relationship disappeared. Women with primary infertility, i.e. with no children to care for, tended to report higher employment rates than those with secondary infertility, i.e. having at least one child to care for. Thus, mothers reported lower employment rate than non-mothers.
A multiple regression analysis was conducted with PTG as the dependent variable and the four infertility-related, use of help and background variables that were significant in bivariate analyses as independent variables: female diagnosis, unexplained diagnosis, clergy counseling and number of live birth deliveries (Table IV) .
Within the model, unexplained diagnosis and number of live birth deliveries emerged as significantly associated with PTG with effect sizes of b 20.264 and 0.220, respectively. The regression constant, 37.77 is interpreted as the score on the PTG when all four independent variables ¼ 0. The findings reveal a predicted 13.62 decrease in PTG score (decrease in PTGI) for those individuals with a diagnosis of unexplained infertility and a predicted 8.95 increase in PTG score (increase in PTGI) for each live birth delivery. Within this model, coefficients for the other variables were not significant. 
*PTG total ¼ the overall score on the Posttraumatic Growth Scale. PTG factors (1 -5)¼score on individual sub-scales (in parentheses number of items in sub-scale). 
Discussion
The participants in this study found infertility to be a highly stressful event. The results were comparable to stress levels measured by Weiss (2002) who used the same instrument with survivors of breast cancer (M ¼ 6.10, SD ¼ 1.18) and their husbands (M ¼ 6.32, SD ¼ .96), and higher than the levels of stressfulness reported by Berger and Weiss (2006) in Latina immigrants (M ¼ 5.12, SD ¼ 2.12), and in those who experienced the sudden death of a loved one because of accident, homicide or suicide (Calhoun et al., 2000) (M ¼ 5.7, SD ¼ 1.3). This was an expected finding as the stress of infertility has been well documented in research where infertility was associated with depression, loss of identity, esteem and social role (Matthews and Matthew, 1986; Carter and Carter, 1989; Domar et al., 1992; Ireland, 1993; Meyers et al., 1995a, b; Deveraux and Hammerman, 1998) and noted by women in one study to be the worst crisis of their lives (Daniluk, 1997) . Peoples and RovnerFerguson (2000) explain the depth of infertility-related stress by noting that the infertility experience has the potential for challenging one's emotional, social, spiritual, marital and financial stability. The findings determined that slightly fewer than half (49%) of the participants reported that their infertility experience met the criteria for trauma, as per the DSM IV TR (Diagnostic and Statistical Manual Text Revision), which is the commonly used book of codes and criteria for currently recognized mental health disorders in the USA. This is significantly higher than the 17% reported in a study on Latina immigrants (Berger and Weiss, 2006) and closer to the 63% reported in women with breast cancer (Weiss, 2004b) , and is consistent with the notion that individuals' life experiences are based on personally constructed meanings. One explanation for why some individuals experience infertility as a trauma may have to do with the fact that many though not all participants were undergoing infertility treatment which often requires constant medical intervention. An in-vitro cycle, typically lasting 6-8 weeks, requires multiple physician visits per-week for blood tests, sonograms, and finally oocyte-retrieval and embryo-transfer. If the cycle is not successful, the patient often returns to the process, beginning it again, and often again and again. Additionally, repetitive failure to achieve pregnancy with medical treatment or not can lead to a sense of helplessness, i.e. learned helplessness, and can also lead to a feeling of anger at one's body for not producing what the mind has dreamed of and wished for. That there was no difference in level of PTG between participants in the study who met the DSM IV trauma criteria and those who did not is consistent with the findings of Weiss (2004b) but inconsistent with the findings of Cordova et al. (2001) .
The average number and high satisfaction with social supports finding was similar to findings from other research using the SSQ (Sarason et al., 1983 (Sarason et al., , 1987 Weiss, 2004a, b) . Considering the crosssectional nature of this study, no conclusions can be drawn regarding the impact of infertility on social supports or vice-versa, although previous research has reported that infertile couples often have problems accessing social support (Abbey et al., 1991; Domar, 1997; Katz et al., 2002) . Although the SSQ has been conceived of as a global measure which captures the relatively fixed attachment styles of people which date back to early childhood (Sarason et al., 1986 (Sarason et al., , 1987 Pierce et al., 1991) , it is suggested that further research using a more precise and relationship-specific measure of social support such as the Quality of Relationship Inventory (QRI) (Pierce et al., 1991) might provide more information about the relationship between infertility and social supports.
Our study is the first to provide quantitative evidence of PTG in relation to infertility. As expected, based on the PTG model and findings from previous research on stress-related conditions and PTG, participants in this study reported PTG. The reported mean level (51.79) was lower than the mean PTG scores of Latina immigrant women utilizing a revised Spanish 15 item PTG scale (M ¼ 44.21 SD ¼ 15.14, equivalent to M ¼ 71.42 on the 21 item scale) (Berger and Weiss, 2006) , and breast cancer survivors (M ¼ 60.21; SD ¼ 18.8) (Weiss, 2002) , higher than Bosnian refugees and displaced people (M ¼ 35.82, SD ¼ 18.09) (Powell et al., 2003) , and on the lower end of mean PTG scores reported following a wide variety of highly stressful events ranging from 40 to 83 . The scores of the sub-scales Relationship with Others, Personal Strength and Appreciation of Life were slightly lower than in Weiss' (2002) study of survivors of breast cancer (19.83, 12.34, 11.0 compared with 17.06, 10.43, 8.59 , respectively) whereas scores of New Possibilities and Spirituality were very similar (11.05, 4.27 compared with 11.71, 4.17, respectively) . The large variance on the total scale and on all five sub-scales alludes to the need for further research.
In our study, there was an absence of association between total PTG and availability of social supports and only a small association between satisfaction with social support and PTG that approached significance. Although this finding is contrary to that in some populations, i.e. survivors of sexual adult assault and childhood abuse, cancer, the Holocaust, immigrants, husbands of breast cancer survivors and individuals with multiple sclerosis (Mohr et al., 1999; Berger and Weiss, 2002; Lev-Wiesel and Amir, 2003; Frazier et al., 2004; Weiss, 2004a, b) , it is consistent with findings from other populations, i.e. German students facing adversity and German adults facing serious illness (Maercker and Langner, 2001) , and Latina immigrants in the USA (Berger and Weiss, 2006) . In a study looking at women with breast cancer, it was determined that general social support as measured by the SSQ was not associated with PTG, but marital support was (Weiss, 2004b) . On the basis of these findings and on the distinction made between general social support and relationshipbased social support (Pierce et al., 1996) , Weiss (2004b) 
that more refined measures of social context are needed, which, as mentioned previously, may be the case in this study as well.
In considering the association between satisfaction with social support and growth in relating to others (PTGI factor 2), it has been suggested that warm and intimate relationships are an integral part of the PTG process . Growth in relating to others then, may be based upon both the perception of the relationships of the traumatized individual, as well as the reactions of others in their environment who may seek out that individual to offer comfort . Specifically, during the process of sharing stories of trauma, increased closeness and shared learning can strengthen relationships and PTG may be facilitated via perceptions of a high degree of availability of support in the environment Calhoun, 1995, 2004) . The association between satisfaction with social support and spiritual growth (PTGI factor 5) seemed potentially related to religion based on an assumption that clergy counseling is an indicator of religiosity and on the study finding that clergy counseling was associated with higher total PTG. Indeed, religion has been related to PTG as a way of making meaning out of stressful events (Milam et al., 2004; Park and Fenster, 2004) . However, an independent t-test revealed no difference in mean scores on satisfaction with social support between those with clergy counseling and those without. To shed light on what this finding then might mean, it is suggested that further research be conducted to explore the constructs of religiosity, spirituality, satisfaction with social support and PTG and the relationships among them in those with infertility.
Of all of the variables that were related to PTG in bivariate analyses, only two emerged in multivariate analysis as determinants of PTG. Number of live birth deliveries was associated with higher PTG whereas unexplained infertility was associated with lower PTG. Although logically, live birth deliveries seems to represent an incremental movement toward infertility resolution it must be noted that resolution of infertility was an absolute exclusion criteria for participation in this study. In intake, participants were asked specifically whether they were still actively attempting to have a child and were excluded if they were not. However, since live birth delivery results in parenthood, the result suggests that for those who are suffering from infertility, being a parent is related to PTG. These results agree with the findings in the aforementioned longitudinal study by Habroe et al. (2007) that having a live birth which represents the start of a new life pattern is associated with an increased sense of coherence. However, unlike this study that found gender differences in change of coherence after childbirth, our study failed to find gender specific reactions. It must be noted, however, that the results of this study regarding men are based on only 13 participants, which seriously limits the power of the statistical analysis. Quantitative studies with more men as well as qualitative studies might help to better explain this process and the finding.
That unexplained infertility was associated with a lower PTG score was not surprising because this diagnosis is given when testing for other reproductive factors is normal and there is no apparent cause for the infertility (ASRM, 2009) . Couples who have no definable reason for their infertility may feel different not only from the fertile population, but also from their fellow infertility patients who have 'viable' reasons for not conceiving. The sense of utter mystery that may accompany the unexplained diagnosis can sometimes lead patients on a desperate search for reasons, at times resulting in self-blame. In such situations patients may ultimately feel ashamed and increasingly alone and alienated.
Implications for research and practice
This study provides several avenues for further research. Firstly, although no significant association was found between social supports and PTG, it is suggested that research using a more precise measure such as the QRI be conducted that might look specifically at the marital relationship and its association with PTG. Additionally, it would be helpful to explore whether the availability of a role model may be associated with PTG. Role models may provide a sense of hope, thus facilitating the development of PTG. In further exploring social supports, research that looks at level of spirituality and/or religiosity might provide information that is useful for counseling infertility patients. Qualitative analyses offer the opportunity to explore the depths and nuances associated with the infertility experience and thereby may provide a more specific and complete understanding of the PTG process in this population. Longitudinal studies should be used to further investigate PTG and gain more knowledge of predictors of diverse levels of PTG and possible changes over time. Due to the large variance in PTG, it is suggested that further research looking at correlates including personality-type and character, i.e. introvert, locus of control, etc. may lead to a better understanding of what promotes PTG in infertility patients. Finally, including a measure for the assessment of general distress may offer insight into the relationships between negative and positive aftermath of infertility related trauma.
Prior to addressing the practice implications, it is important to note limitations. Since a convenience sample was used, there is an inherent limitation in the study's external validity such that generalization of results must be made with caution. The use of volunteer participants who responded to advertising and/or who are affiliated with support organizations for infertility also presents a bias as a self-selected sample. These recruited participants may be more or less likely than other individuals struggling with infertility to have emotional issues and/or concerns associated with their infertility. Additionally, use of telephone and e-mail screening may not be as effective as in-person screening for identifying prospective respondents who manifest dishonesty and/or faking. Finally, like all self report scales, those used in the current study are subject to potential faking, bias and distortions (Punch, 2003) .
The most important practice implication from this study is to counsel infertility patients in a way that promotes growth. With empirical evidence that individuals struggling with infertility can experience personal growth, practitioners ought to direct counseling to promote such growth.
For those individuals who struggle with unexplained infertility and thus show less of a tendency toward personal growth, perhaps the most important approach we can take as mental health professionals is to attempt to find ways to educate, support and counsel them toward gaining a sense of control in their lives. By helping patients learn to expand their identity to include other more positive parts of themselves (many see their whole beings as infertile), they may begin to gain a better overall sense of well-being. Encouraging the patient to remember the parts of themselves they enjoyed before they experienced infertility, help them adopt a 'one day at a time' philosophy, suggest joining an in person or online support group (Kahlor and Mackert, 2009 ), begin a yoga or a mindfulness practice or take control of their diet and exercise routines might enhance their ability to experience PTG whereas they are undergoing fertility treatments. As mental health professionals we can seek to help patients relinquish unrealistic expectations about treatment outcomes, and help them to become more secure with themselves and feel more in control of other areas of their lives.
